Improved health care through interprofessional collaboration is the overarching goal of interprofessional education (IPE) and collaborative practice (IPC). Greater uptake of IPE and IPC requires us to have a clear understanding of the characteristics of an ideal collaborative practitioner. Knowing when IPC exists across health systems and agencies is critical for governments when considering ongoing funding for collaborative care models of service delivery. To achieve such models of care, practitioners need to understand and enact the competencies required for collaborative practice. A competency can be described as "an observable ability of a health professional, integrating multiple components, such as knowledge, skills, values and attitudes. Since competencies are observable, they can be measured and assessed to ensure their acquisition." A consistent framework for competencies is seen as one way of developing this knowledge and guiding IPE curriculum development, learning activities and assessment processes in both educational and practice settings.
 ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻠ‬  ‫ﺨ‬  ‫ﺺ‬  ‫ﺇ‬  ‫ﻥ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻬ‬  ‫ﺪ‬  ‫ﻑ‬  ‫ﺍ‬  ‫ﻷ‬  ‫ﺳ‬  ‫ﻤ‬  ‫ﻰ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﻠ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﺧ‬  ‫ﻞ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻧ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻫ‬  ‫ﻮ‬  ‫ﺗ‬  ‫ﺤ‬  ‫ﺴ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺮ‬  ‫ﻋ‬  ‫ﺎ‬  ‫ﻳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺼ‬  ‫ﺤ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻣ‬  ‫ﻦ‬  ‫ﺧ‬  ‫ﻼ‬  ‫ﻝ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻥ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻬ‬  ‫ﻨ‬  ‫ﻴ‬  ‫ﻴ‬  ‫ﻦ‬  .  ‫ﻭ‬  ‫ﻳ‬  ‫ﺘ‬  ‫ﻄ‬  ‫ﻠ‬  ‫ﺐ‬  ‫ﺍ‬  ‫ﻻ‬  ‫ﺳ‬  ‫ﺘ‬  ‫ﻴ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﺏ‬  ‫ﺍ‬  ‫ﻷ‬  ‫ﻛ‬  ‫ﺒ‬  ‫ﺮ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﻠ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﺧ‬  ‫ﻞ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻧ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻓ‬  ‫ﻬ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﺿ‬  ‫ﺤ‬  ‫ﺎ‬  ‫ﻟ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺋ‬  ‫ﺺ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺱ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻧ‬  ‫ﻲ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺜ‬  ‫ﺎ‬  ‫ﻟ‬  ‫ﻲ‬  .  ‫ﺇ‬  ‫ﻥ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻌ‬  ‫ﺮ‬  ‫ﻓ‬  ‫ﺔ‬  ‫ﺑ‬  ‫ﻮ‬  ‫ﺟ‬  ‫ﻮ‬  ‫ﺩ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻧ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻋ‬  ‫ﺒ‬  ‫ﺮ‬  ‫ﺃ‬  ‫ﻧ‬  ‫ﻈ‬  ‫ﻤ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺼ‬  ‫ﺤ‬  ‫ﺔ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻮ‬  ‫ﻛ‬  ‫ﺎ‬  ‫ﻻ‬  ‫ﺕ‬  ‫ﻫ‬  ‫ﻲ‬  ‫ﺃ‬  ‫ﻣ‬  ‫ﺮ‬  ‫ﺑ‬  ‫ﺎ‬  ‫ﻟ‬  ‫ﻎ‬  ‫ﺍ‬  ‫ﻷ‬  ‫ﻫ‬  ‫ﻤ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﺑ‬  ‫ﺎ‬  ‫ﻟ‬  ‫ﻨ‬  ‫ﺴ‬  ‫ﺒ‬  ‫ﺔ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﺤ‬  ‫ﻜ‬  ‫ﻮ‬  ‫ﻣ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﻋ‬  ‫ﻨ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻨ‬  ‫ﻈ‬  ‫ﺮ‬  ‫ﻓ‬  ‫ﻲ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻤ‬  ‫ﻮ‬  ‫ﻳ‬  ‫ﻞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺴ‬  ‫ﺘ‬  ‫ﻤ‬  ‫ﺮ‬  ‫ﻟ‬  ‫ﻨ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺫ‬  ‫ﺝ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺮ‬  ‫ﻋ‬  ‫ﺎ‬  ‫ﻳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻧ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻘ‬  ‫ﺪ‬  ‫ﻳ‬  ‫ﻢ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺨ‬  ‫ﺪ‬  ‫ﻣ‬  ‫ﺎ‬  ‫ﺕ‬  .  ‫ﻭ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺤ‬  ‫ﻘ‬  ‫ﻴ‬  ‫ﻖ‬  ‫ﻣ‬  ‫ﺜ‬  ‫ﻞ‬  ‫ﻫ‬  ‫ﺬ‬  ‫ﻩ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻨ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺫ‬  ‫ﺝ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﺮ‬  ‫ﻋ‬  ‫ﺎ‬  ‫ﻳ‬  ‫ﺔ‬  ‫ﻳ‬  ‫ﺤ‬  ‫ﺘ‬  ‫ﺎ‬  ‫ﺝ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺇ‬  ‫ﻟ‬  ‫ﻰ‬  ‫ﻓ‬  ‫ﻬ‬  ‫ﻢ‬  ‫ﻭ‬  ‫ﺗ‬  ‫ﻔ‬  ‫ﻌ‬  ‫ﻴ‬  ‫ﻞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺍ‬  ‫ﺕ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻼ‬  ‫ﺯ‬  ‫ﻣ‬  ‫ﺔ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻧ‬  ‫ﻴ‬  ‫ﺔ‬  .  ‫ﻭ‬  ‫ﻳ‬  ‫ﻤ‬  ‫ﻜ‬  ‫ﻦ‬  ‫ﻭ‬  ‫ﺻ‬  ‫ﻒ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺓ‬  ‫ﻋ‬  ‫ﻠ‬  ‫ﻰ‬  ‫ﺃ‬  ‫ﻧ‬  ‫ﻬ‬  ‫ﺎ‬  :  "  ‫ﻗ‬  ‫ﺪ‬  ‫ﺭ‬  ‫ﺓ‬  ‫ﻣ‬  ‫ﻠ‬  ‫ﺤ‬  ‫ﻮ‬  ‫ﻇ‬  ‫ﺔ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺱ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺼ‬  ‫ﺤ‬  ‫ﻲ‬  ،  ‫ﻭ‬  ‫ﺩ‬  ‫ﻣ‬  ‫ﺞ‬  ‫ﻋ‬  ‫ﻨ‬  ‫ﺎ‬  ‫ﺻ‬  ‫ﺮ‬  ‫ﻣ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺪ‬  ‫ﺩ‬  ‫ﺓ‬  ‫ﻣ‬  ‫ﺜ‬  ‫ﻞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻌ‬  ‫ﺮ‬  ‫ﻓ‬  ‫ﺔ‬  ,  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻬ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺍ‬  ‫ﺕ‬  ,  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻘ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻮ‬  ‫ﺍ‬  ‫ﻗ‬  ‫ﻒ‬  .  ‫ﻭ‬  ‫ﻷ‬  ‫ﻥ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺍ‬  ‫ﺕ‬  ‫ﻳ‬  ‫ﻤ‬  ‫ﻜ‬  ‫ﻦ‬  ‫ﻣ‬  ‫ﻼ‬  ‫ﺣ‬  ‫ﻈ‬  ‫ﺘ‬  ‫ﻬ‬  ‫ﺎ‬  ,  ‫ﻓ‬  ‫ﻴ‬  ‫ﻤ‬  ‫ﻜ‬  ‫ﻦ‬  ‫ﻗ‬  ‫ﻴ‬  ‫ﺎ‬  ‫ﺳ‬  ‫ﻬ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﺗ‬  ‫ﻘ‬  ‫ﻴ‬  ‫ﻴ‬  ‫ﻤ‬  ‫ﻬ‬  ‫ﺎ‬  ‫ﻟ‬  ‫ﻀ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﻥ‬  ‫ﺣ‬  ‫ﺼ‬  ‫ﻮ‬  ‫ﻟ‬  ‫ﻬ‬  ‫ﺎ‬  "  .  ‫ﺇ‬  ‫ﻥ‬  ‫ﺍ‬  ‫ﻹ‬  ‫ﻃ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺴ‬  ‫ﻖ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺍ‬  ‫ﺕ‬  ‫ﻳ‬  ‫ﻌ‬  ‫ﺘ‬  ‫ﺒ‬  ‫ﺮ‬  ‫ﻛ‬  ‫ﺄ‬  ‫ﺣ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻄ‬  ‫ﺮ‬  ‫ﻕ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻄ‬  ‫ﻮ‬  ‫ﻳ‬  ‫ﺮ‬  ‫ﻫ‬  ‫ﺬ‬  ‫ﻩ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻌ‬  ‫ﺮ‬  ‫ﻓ‬  ‫ﺔ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻮ‬  ‫ﺟ‬  ‫ﻴ‬  ‫ﻪ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻄ‬  ‫ﻮ‬  ‫ﻳ‬  ‫ﺮ‬  ‫ﻣ‬  ‫ﻨ‬  ‫ﻬ‬  ‫ﺞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﻠ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﺧ‬  ‫ﻞ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺕ‬  ,  ‫ﻭ‬  ‫ﺍ‬  ‫ﻷ‬  ‫ﻧ‬  ‫ﺸ‬  ‫ﻄ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﻠ‬  ‫ﻴ‬  ‫ﻤ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻭ‬  ‫ﻋ‬  ‫ﻤ‬  ‫ﻠ‬  ‫ﻴ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻘ‬  ‫ﻴ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﻓ‬  ‫ﻲ‬  ‫ﻛ‬  ‫ﻞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺒ‬  ‫ﻴ‬  ‫ﺌ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﻠ‬  ‫ﻴ‬  ‫ﻤ‬  ‫ﻴ‬  ‫ﺔ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺭ‬  ‫ﻳ‬  ‫ﺒ‬  ‫ﻴ‬  ‫ﺔ‬  .   ‫ﻃ‬ ُ  ‫ﻮ‬ ّ  ‫ﺭ‬  ‫ﺃ‬  ‫ﺣ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﻷ‬  ‫ﻣ‬  ‫ﺜ‬  ‫ﻠ‬  ‫ﺔ‬  ‫ﻹ‬  ‫ﻃ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺍ‬  ‫ﺕ‬  ‫ﻣ‬  ‫ﺮ‬  ‫ﻛ‬  ‫ﺰ‬  ‫ﺍ‬  ‫ﻋ‬  ‫ﻠ‬  ‫ﻰ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﺔ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﺧ‬  ‫ﻠ‬  ‫ﺔ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﻭ‬  ‫ﺗ‬  ‫ﻮ‬  ‫ﺟ‬  ‫ﻴ‬  ‫ﻪ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺭ‬  ‫ﻳ‬  ‫ﺲ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻜ‬  ‫ﺎ‬  ‫ﻣ‬  ‫ﻠ‬  ‫ﻲ‬  ‫ﻣ‬  ‫ﻦ‬  ‫ﻗ‬  ‫ﺒ‬  ‫ﻞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻥ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺼ‬  ‫ﺤ‬  ‫ﻲ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﺧ‬  ‫ﻞ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻨ‬  ‫ﺪ‬  ‫ﻱ‬  .  ‫ﺣ‬  ‫ﻴ‬  ‫ﺚ‬  ‫ﻳ‬  ‫ﻮ‬  ‫ﻓ‬  ‫ﺮ‬  ‫ﻫ‬  ‫ﺬ‬  ‫ﺍ‬  ‫ﺍ‬  ‫ﻹ‬  ‫ﻃ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﻫ‬  ‫ﻴ‬  ‫ﻜ‬  ‫ﻼ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻘ‬  ‫ﻴ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﻗ‬  ‫ﺪ‬  ‫ﺭ‬  ‫ﺓ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻔ‬  ‫ﺮ‬  ‫ﺩ‬  ‫ﻋ‬  ‫ﻠ‬  ‫ﻰ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻥ‬  ‫ﻋ‬  ‫ﻠ‬  ‫ﻰ‬  ‫ﺃ‬  ‫ﺳ‬  ‫ﺎ‬  ‫ﺱ‬  ‫ﺗ‬  ‫ﻜ‬  ‫ﺎ‬  ‫ﻣ‬  ‫ﻞ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻌ‬  ‫ﺮ‬  ‫ﻓ‬  ‫ﺔ‬  ,  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻬ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺍ‬  ‫ﺕ‬  ,  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻮ‬  ‫ﺍ‬  ‫ﻗ‬  ‫ﻒ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻘ‬  ‫ﻴ‬  ‫ﻢ‬  ‫ﻣ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﻳ‬  ‫ﺆ‬  ‫ﺩ‬  ‫ﻱ‬  ‫ﺇ‬  ‫ﻟ‬  ‫ﻰ‬  ‫ﺍ‬  ‫ﻷ‬  ‫ﺣ‬  ‫ﻜ‬  ‫ﺎ‬  ‫ﻡ‬  ‫ﻓ‬  ‫ﻲ‬  ‫ﺳ‬  ‫ﻴ‬  ‫ﺎ‬  ‫ﻗ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﻣ‬  ‫ﺨ‬  ‫ﺘ‬  ‫ﻠ‬  ‫ﻔ‬  ‫ﺔ‬  .  ‫ﻛ‬  ‫ﺎ‬  ‫ﻥ‬  ‫ﻣ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻔ‬  ‫ﺘ‬  ‫ﺮ‬  ‫ﺽ‬  ‫ﺃ‬  ‫ﻥ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺍ‬  ‫ﺕ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﺪ‬  ‫ﺍ‬  ‫ﺧ‬  ‫ﻠ‬  ‫ﺔ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺨ‬  ‫ﺼ‬  ‫ﺼ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﺗ‬  ‫ﻨ‬  ‫ﺴ‬  ‫ﺠ‬  ‫ﻢ‬  ‫ﻭ‬  ‫ﺗ‬  ‫ﺼ‬  ‫ﻤ‬  ‫ﺪ‬  ‫ﺃ‬  ‫ﻣ‬  ‫ﺎ‬  ‫ﻡ‬  "  ‫ﺍ‬  ‫ﺧ‬  ‫ﺘ‬  ‫ﺒ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺰ‬  ‫ﻣ‬  ‫ﻦ‬  "  ,  ‫ﺑ‬  ‫ﻴ‬  ‫ﻨ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻮ‬  ‫ﺍ‬  ‫ﺻ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺕ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺮ‬  ‫ﺗ‬  ‫ﺒ‬  ‫ﻄ‬  ‫ﺔ‬  ‫ﺑ‬  ‫ﻬ‬  ‫ﺎ‬  ‫ﻫ‬  ‫ﻲ‬  ‫ﺍ‬  ‫ﻧ‬  ‫ﻌ‬  ‫ﻜ‬  ‫ﺎ‬  ‫ﺱ‬  ‫ﻟ‬  ‫ﻠ‬  ‫ﻤ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﻠ‬  ‫ﻤ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺃ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻤ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺳ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻘ‬  ‫ﺎ‬  ‫ﺋ‬  ‫ﻤ‬  ‫ﺔ‬  ‫ﻋ‬  ‫ﻠ‬  ‫ﻰ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﺠ‬  ‫ﺮ‬  ‫ﺑ‬  ‫ﺔ‬  ‫ﻭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺴ‬  ‫ﻴ‬  ‫ﺎ‬  ‫ﻕ‬  .  ‫ﻭ‬  ‫ﻳ‬  ‫ﺘ‬  ‫ﻜ‬  ‫ﻮ‬  ‫ﻥ‬  ‫ﺇ‬  ‫ﻃ‬  ‫ﺎ‬  ‫ﺭ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺓ‬  ‫ﻣ‬  ‫ﻦ‬  ‫ﺳ‬  ‫ﺘ‬  ‫ﺔ‬  ‫ﻣ‬  ‫ﺠ‬  ‫ﺎ‬  ‫ﻻ‬  ‫ﺕ‬  ‫ﻛ‬  ‫ﻔ‬  ‫ﺎ‬  ‫ﺀ‬  ‫ﺓ‬  ‫ﻣ‬  ‫ﺘ‬  ‫ﻜ‬  ‫ﺎ‬  ‫ﻣ‬  ‫ﻠ‬  ‫ﺔ‬  ‫ﺗ‬  ‫ﺆ‬  ‫ﺩ‬  ‫ﻱ‬  ‫ﻣ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﺇ‬  ‫ﻟ‬  ‫ﻰ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﺘ‬  ‫ﻌ‬  ‫ﺎ‬  ‫ﻭ‬  ‫ﻥ‬  ‫ﺑ‬  ‫ﻴ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﻬ‬  ‫ﻨ‬  ‫ﻴ‬  ‫ﻴ‬  ‫ﻦ‬  ,  ‫ﻭ‬  ‫ﻟ‬  ‫ﻜ‬  ‫ﻞ‬  ‫ﻣ‬  ‫ﻨ‬  ‫ﻬ‬  ‫ﺎ‬  ‫ﻣ‬  ‫ﺠ‬  ‫ﻤ‬  ‫ﻮ‬  ‫ﻋ‬  ‫ﺔ‬  ‫ﻣ‬  ‫ﻦ‬  ‫ﺍ‬  ‫ﻟ‬  ‫ﻤ‬  ‫ﺆ‬ 
Abstract
Improved health care through interprofessional collaboration is the overarching goal of interprofessional education (IPE) and collaborative practice (IPC). Greater uptake of IPE and IPC requires us to have a clear understanding of the characteristics of an ideal collaborative practitioner. Knowing when IPC exists across health systems and agencies is critical for governments when considering ongoing funding for collaborative care models of service delivery. To achieve such models of care, practitioners need to understand and enact the competencies required for collaborative practice. A competency can be described as "an observable ability of a health professional, integrating multiple components, such as knowledge, skills, values and attitudes. Since competencies are observable, they can be measured and assessed to ensure their acquisition." A consistent framework for competencies is seen as one way of developing this knowledge and guiding IPE curriculum development, learning activities and assessment processes in both educational and practice settings.
One example of a competency framework focused on interprofessional practice and guided by an integrative pedagogy was developed by the Canadian Interprofessional Health Collaboration (CIHC). This framework provides a structure for assessing an individual's ability to collaborate based on the integration of knowledge, skills, attitudes and values leading to judgements in varying contexts. The framework posits that interprofessional competencies are consistent and stand the 'test of time', while associated descriptors are reflective of learners' or practitioners' experiential base and context. The competency framework is composed of six integrated
Introduction
The concept of a competency framework and definitions of competencies are well-represented in the literature. A competency is not the same as competence e a competency can be described as "an observable ability of a health professional, integrating multiple components such as knowledge, skills, values and attitudes. Since competencies are observable, they can be measured and assessed to ensure their acquisition."
1 Competence refers to how well an individual or group can perform the actions described by the competency. In the world of interprofessional education (IPE) and collaboration (IPC) it is important to understand first what a collaborative practitioner, no matter their profession, looks like in order to be able to teach collaborative practice. For this reason, a competency framework can help to describe what a health care professional needs to be able to do, say and think in order to be considered a competent collaborator.
In 2010, a competency framework focused on interprofessional practice and guided by an integrative pedagogy was developed by the Canadian Interprofessional Health Collaborative (CIHC).
2 This framework provides a structure for assessing an individual's level of ability to collaborate. It is composed of six integrated competency domains that together result in interprofessional collaboration. Each competency statement is supported by corresponding descriptors that reflect the current understanding of the elements needed for demonstration of collaboration. This example of a competency framework constitutes the basis of this paper.
Materials and Methods
In the interprofessional literature, there has been a recurring focus in the past decade on what competencies are associated with interprofessional education and collaborative practice. Several authors have also identified the need for frameworks addressing competent practice. One of these frameworks often cited is Kirkpatrick-Barr's assessment of learning.
3 While helpful in considering what level of learning is to be assessed, it does not focus exclusively on collaborative practice, with only its level 4a addressing changes in organizational practice. The specifics of what competencies are required to determine these changes are not identified. Freeth and Reeve's presage, process and product framework 4 focuses on how to structure programmes to prepare interprofessional practitioners, but again does not provide specific competencies required for such practice. A principle for practice framework was proposed by Armitage, Connolly and Pitt. 5 However, these principles again did not provide the competency specificity needed to enact their principles. Other approaches, such as in Core Competencies for Interprofessional Collaborative Practice, focus on competencies but are related to how to prepare practitioners with skills for practice. 6 The most recently identified approach in the literature is Greenfield, Nugus, Travaglia, and Braithwaite's interprofessional praxis framework. 7 The above approaches, while valuable to educators preparing students for collaborative practice, all focus on adoption of a competency-based educational outcomes approach, an approach associated with individual learners and either education or practice perspectives.
In Canada, between 2005 and 2008, several jurisdictional interprofessional competency documents emerged to help educators and policymakers build successful interprofessional educational strategies. These competency developments were due to local pressure to describe interprofessional education and collaborative practice tasks and behaviours. Although each set was shaped by different foundational perspectives and approaches to competence, commonalities across the specific competencies were found, including patient-centred approaches, collaborative working relationships (incorporating respect, roles and responsibilities, cooperation, coordination, trust, shared decision making and partnership); teamwork (incorporating team function and conflict management); interprofessional communication (incorporating listening, negotiating, consulting, interaction, discussion/ debate and attending to non-verbal parameters); shared leadership; self-awareness (incorporating reflection); and evaluation. The need to formulate a common approach to competencies for collaborative practice as a means to convince health system funders of the benefits for patients (clients) and retention of health professionals in practice drove the work for such a framework.
Collaborative practice can be viewed as either an outcome or a process. As a process, it is important to elucidate what knowledge, skills, and attitudes are occurring within not only individuals but the team as a group to effect collaborative practice. Thus, using a competencybased approach could not achieve the above need for insight into team processes as team members enacted this newer form of practice. The challenge of finding an alternative method of addressing competence for interprofessional collaborative practice was taken on by the CIHC IP Competency Working Group in 2009, which led to an indepth exploration of the literature.
Approaches to competency frameworks
Barr 8 suggested that a framework needs to consider three levels of competency: common (shared between all or several professions); complementary (where uniqueness that distinguishes one profession from another can be assessed); and collaborative (where sharing occurs across professionals and others). 8 Still others have attempted to analyse professional core competencies in order to develop a single set of common competencies.
As of 2010, there was a lack of clarity in the literature in defining what constitutes competencies. Significant work has been done in the area of educational psychology through two major proponents, Roegiers 9 and Tardif. 10 Peyser, Gerard and Roegiers 11 discussed the value of an integrative approach to competency-based education citing the importance of focussing teaching and learning on what they term the 'resources' needed by the learner to guide the integration of knowledge, skills and attitudes. These are all supported by individual values and previous experiential learning. To interact within a learning context and before applying these integrative components in diverse situations, Tardif 10 described five characteristics key to the integration component of competencies: that they are complex (resulting from the dynamic organization of components); additive (application of knowledge, skills, attitudes, and values to formulate judgements); integrative (diversity of individual resources from both professional and personal experiences); developmental (capacity develops over the lifespan); and evolutionary (applied within a given context; each application of competencies creates new understandings). 12 These authors helped to identify an integrative approach to the process that collaborative groups engage in to emulate collaborative models of care. Roegiers 9 suggested that there are four different approaches to competencies: (a) a skills approach in which the focus is on setting objectives, identifying skills to meet objectives and subsequently, evaluating how the objectives are met; (b) a life skills approach in which the focus is on life skills that people need to adopt as citizens in a society; (c) a competency-based approach in which the focus is on learning's outcomes and not the process in getting there; and (d) an integrative approach which incorporates (a), (b), and (c) by integrating the knowledge, skills, attitudes, and values leading to judgements within learning or practice situational contexts.
Roegiers 9 described an understanding of the importance of observing competencies through the integration of learners'/ practitioners' knowledge, skills, attitudes and judgements all influenced by values, which are subsequently applied within diverse contexts and individualized to each learning or practice situation. 12 The collective Roegiers 9 and Tardif   10 approach provides a framework in which learners are able to develop competence in interprofessional collaboration through the integration of their own knowledge, skills, and experiential learning, which have developed over time. Hence, the integrative approach to competencies was chosen to direct development of the National Interprofessional Competency Framework. While different philosophical approaches to articulate competencies have created debate among interprofessional education scholars, this framework is based on a common approach to competencies that has the potential to inform education and practice across professions.
A competency framework also needs to help learners or practitioners make sense of the learning process (process), differentiate matters by relevance (relevance), apply learning to practical situations (application); and associate learning elements (integration). While many existing frameworks acknowledge the importance of interprofessional collaboration and teamwork in various ways, none of them has provided explicit direction for interprofessional practice.
Although 13 and McNair 14 due to variations in foundational frameworks and approaches to competencies, none focussing on the process of collaboration in teams had been published as of 2010.
This National Interprofessional Competency Framework provides an integrative approach to describing the competencies required for effective interprofessional collaboration. Six competency domains (role clarification, team function, patient/client/family/community-centred, collaborative leadership, interprofessional communication and addressing interprofessional conflict) highlight the knowledge, skills, attitudes and values that come together to shape judgements that are essential for interprofessional collaborative practice. The set of competencies in this framework reflects a dynamic organization of components that allows learners and practitioners to learn and apply the competencies no matter their level of skill or the type of practice setting or context. The competencies represented in the framework are outlined below and include the competency statement for each domain and the relevant descriptors ( Figure 1 ).
Domain: patient/client/family/community-centred
Competency statement: Learners/practitioners seek out, integrate and value, as a partner, the input and the engagement of patient/client/family/community in designing and implementing care/services. Orchard 15 defines patient/client/familycentred collaborative care as a "partnership between a team of health providers and a patient where the patient retains control over his/her care and is provided access to the knowledge and skills of team members to arrive at a realistic team-shared plan of care and access to the resources to achieve the plan." In patient/client-centred collaborative practice, patients/clients are seen as experts in their own lived experiences and are critical in shaping realistic plans of care (see Table 1 ).
Domain: interprofessional communication
Competency statement: Learners/practitioners from varying professions communicate with each other in a collaborative, responsive and responsible manner. Communication transcends teams and is enacted both within and outside of teams. Communication in an interprofessional environment is demonstrated through listening and other non-verbal means and verbally through negotiating, consulting, interacting, discussing or debating. Respectful interprofessional communication incorporates full disclosure and transparency in all interactions with others including patients/ clients/families. All team members enact interprofessional communication that is consistently authentic and demonstrates trust with learners/practitioners, patients/clients and their families (see Table 2 ).
Domain: role clarification
Competency statement: Learners/practitioners understand their own role and the roles of those in other professions and use this knowledge appropriately to establish and meet patient/ client/family and community goals. The challenge within teams (or a collaborative working environment) is for each member to clearly understand the roles, knowledge and skills that are held by each other. Team members need to clearly articulate their roles, knowledge, and skills within the context of their teamwork. Each must have the ability to listen to other members to identity where unique knowledge and skills are held, and where shared knowledge and skills occur. To be able to work to their full scope of practice, team members must frequently determine who has the knowledge and skills to address the needs of patients/clients to allow for a more appropriate use of practitioners and a more equitable distribution of workload (see Table 3 ).
Domain: team functioning
Competency statement: Learners/practitioners understand the principles of team dynamics and group processes to enable effective interprofessional team collaboration. Development of team functioning needs to occur outside of patient care situations and is then brought into team practice with patients/clients/families. Team members need to reflect regularly on their effectiveness in working together and in achieving the needs of patients/clients/families. Teams must also evaluate their effectiveness in working across teams To support interprofessional collaborative practice that is patient/client/family-centred, learners/practitioners need to: Support participation of patients/clients and their families, or community representatives as integral partners within the interprofessional team in their care or service planning, implementation, and evaluation; Share information with patients/clients (or family and community) in a respectful manner and in such a way that is understandable, encourages discussion, and enhances participation in decision-making; Ensure that appropriate education and support is provided by learner/practitioner teams to patients/clients, family members and others involved with their care or service; and Listen respectfully to the expressed needs of all parties in shaping and delivering care or services. when further consultation and support are needed for patients/clients/families. Collaborative teamwork reflects the elements of collaboration including; respect, trust, shared decision making, and partnerships achieved through cooperation and coordination of roles and responsibilities. Hence, team functioning through collaboration with other learners/ practitioners and patients/clients/families has the greatest chance of helping recipients receiving optimum care and services to improve their health outcomes while enhancing the effectiveness and efficiency in delivery of the same (see Table 4 ).
Domain: collaborative leadership
Competency statement: Learners/practitioners understand and can apply leadership principles that support a collaborative practice model. Within collaborative or shared leadership, the team supports the choice of leader depending on each contextual situation. The team assumes shared accountability for the processes chosen to achieve outcomes. Heineman and Zeiss 16 suggest that there are two components to the leadership role: task-orientation and relationship orientation. In the former, the leader helps other members keep on task in achieving a commonly agreed-upon goal, while in the latter, the leader helps members to work more effectively together. In a shared leadership model patients/clients may choose to serve as the leader or leadership may move around team members to provide opportunities for other learners/ practitioners to be mentored in the leadership role. In some cases there may be two leaders e one for learners/practitioners to keep the work flowing and the other who helps patients/clients/families, serving as a connector to the other team members (see Table 5 ).
Domain: interprofessional conflict resolution
Competency statement: Learners/practitioners actively engage self and others, including the client/patient/family, in positively and constructively addressing interprofessional conflict as it arises. To enable interprofessional collaboration it is essential for learners/practitioners, patients/clients/ families and communities to know how to address disagreements amongst themselves. The events that lead to differences of opinion may not be negative. "Conflict positive" is a term that may be used to interpret differences of opinion as healthy and to be encouraged as constructive interactions. Conflicts can arise from a number of sources:
Roles: these arise over differing accountability issues, perceptions of role overlaps or role ambiguity amongst team members. Goals: differences related to team goals can arise because of dissimilar philosophies towards care, personal religious/spiritual beliefs and professional socialization among team members. Between health professionals and others (e.g., patients, family members, managers, etc.): these arise because of differing team values, varying work styles and personality traits amongst team members. Amongst health professionals: these can arise because of members' isolation within their own profession and from differing approaches to care.
Such disagreements generally relate to real and perceived power and hierarchy in interprofessional relationships. All team members are charged with identifying those issues that are likely to lead to disagreements termed 'triggers to conflicts'. Members then need to develop a set of agreements on how to effectively manage such situations. 17 Agreements need to incorporate team members' commitment to constructive dissent, willingness to address and resolve conflicts and a commitment to evaluate and manage their own behaviours. Furthermore, agreements need to ensure that the voice of patients/clients/families/communities is also considered specifically: recognizing their expertise (i.e., their lived experiences), respecting their values, preferences and expressed needs, and considering their context (family, home, and work environments). Team members need to accept responsibility for recognizing when disagreements occur (or have the potential to occur) and apply the principles for addressing such disagreements to reach an acceptable outcome (see Table 6 ).
Results

Application of the CIHC IP competency framework
To date, the CIHC competency framework has been cited 17 times (Google citations, November 4, 2016) and applied in student and practitioner learning across many sectors (personal communications). New research to create audit tools for assessing the process of collaboration in teams within the competency framework is underway. Evidence of the value of this competency framework was reported by Adams, Orchard, Houghton, and Ogrin 18 in their ethnographic report on the development of an interprofessional collaborative team to work collaboratively with patients with diabetic foot ulcers. The thematic analysis brought forward evidence of each of the CIHC IP Collaboration competencies in the health practitioner and patient interviews. In a more recent study 19 the CIHC competency framework has been embedded into the Toolkit for Enhancing and Maintaining Collaboration (TEAMc), which is a programme framework comprised of six team developmental workshops to assist health provider teams in their team collaborative patient-centred practice. 20 The assessment of the outcomes of enacting the CIHC IP Collaboration Competency Framework are also assessed within the Assessment of Interprofessional Team Collaboration Scale (ATICS), 21 which has been reported to have the highest rated concept coherency for collaboration. 22 Hence, the above publications suggest that the CIHC IP Competency Framework has a potential conceptual coherence for this form of practice and can potentially be applied as both a guide in development of this form of collaborative team practice and as a means to assess the enactment of the integrated competencies in practice. Further evidence of the integration the CIHC IP Competency Framework in education is its underpinning for the IPE and IPC accreditation requirements within all of the major health professional educational programmes in Canada. 23 The CIHC National Interprofessional Competency Framework has been designed for easy application in several contexts among a variety of stakeholder groups, including educators, learners, regulators, practitioners, employers and accreditors.
Conclusions
The CIHC framework has been used to map curriculum components that relate to IPE and IPC. By organizing learning activities according to each competency, the framework provides a comprehensive set of learning experiences along a continuum of learning. This framework has also been used to bring continuity and commonality to learning activities. The consistency of the language of the competency domains helps to ensure a common understanding of the concepts represented in the framework.
The CIHC competency framework has been adapted for use as a self-assessment tool for teams to reflect on their collaborative teamwork, as well as for individuals to determine where their collaborative practice skills fit.
This CIHC National Interprofessional Competency Framework reflects an integrative approach to describing the competencies required for effective interprofessional collaboration. Six competency domains (role clarification, team functioning, patient/client/family/community centred, collaborative leadership, interprofessional communication, and management of interprofessional conflict) reflect the knowledge, skills, attitudes and values that guide the judgements deemed essential for interprofessional collaborative practice. This framework's competencies reflect a dynamic organization of components that allow learners and practitioners to consolidate resources in different ways at different times depending upon the skill level and the practice context. The ability of learners and practitioners to collaborate is developmental e each of the competencies develops over an individual's professional lifespan and is exercised within changing practice/learning contexts. Overall, each competency can be integrated into new experiences without compromising any of the competencies. In other words, the competencies remain key foundational elements of interprofessional collaboration. The competency framework can be used in a variety of contexts, such as education or regulation, or to guide changes in interprofessional learning and practice.
